A 2800-gm infant boy was born at term to a gravida 2, para 1 mother after an uncomplicated pregnancy. The child had persistent cough, spitting and sneezing for the first 2 weeks of life. On day 16 of life, the child was admitted with a fever and a right lower lobe pneumonia. A barium swallow (Figure 1 ) was performed. A renal sonogram was normal. The child had no detectable facial or genital anomalies.
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DENOUEMENT AND DISCUSSION
Congenital laryngotracheoesophageal cleft (CLTEC) is an uncommon malformation resulting from variable degrees of incomplete closure of the tracheoesophageal septum, incomplete fusion of the cricoid cartilage and incomplete formation of the interarytenoid muscle. 1 CLTEC usually presents as a toneless or hoarse cry, stridor, cyanosis, choking, coughing, and recurrent pneumonia. 2 The most frequently used classification of CLTEC is as follows: type 1, a supraglottic cleft from failure of development of the interarytenoid muscles not extending into the cricoid cartilage; 1,2 type 2, a cleft extending into the cricoid cartilage but not beyond the inferior cricoid plate; type 3, extending to the cervical and thoracic esophagus; and type 4, a cleft throughout the trachea and extending into the right mainstem bronchus. 3 Associated anomalies are common in patients with CLTEC. Anorectal malformation (21%), malrotation (13%), hypospadias (7% to 13%), cardiovascular anomalies (16% to 33%), and esophageal atresia/tracheoesophageal fistula (20% to 37%) 1, 4 are the most common. The frequency of CLTEC in patients with esophageal atresia/tracheoesophageal fistula is $6%. 2 BBBG syndrome is an autosomal dominant condition with high male penetrance characterized by hypertelorism, hypospadias, and swallowing 
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dysfunction often due to CLTEC 4,5 as well as other midline anomalies including cleft lip/palate and agenesis/hypoplasia of the corpus callosum and cerebellar vermis. 6, 7 Laryngeal anomalies including CLTEC occur in $90% of BBBG patients. 6 Pallister Hall syndrome is a probable autosomal dominant condition with variable expression 8 characterized by mesoaxial and postaxial polysyndactyly, brachytelephalangism, hypothalamic hamartoma, and clefting of the epiglottis and larynx. 9, 10 The incidence of laryngeal cleft is $48%.
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CLTEC is a difficult diagnosis radiographically. Type 1 and 2 lesions may be mistaken for swallowing dysfunction with aspiration and more extensive lesions are difficult to define adequately. Therefore, endoscopy is required to confirm the diagnosis and to better define the extent of the lesion.
H-type tracheoesophageal fistula without esophageal atresia also presents with choking, coughing with feeding, pneumonia, and abdominal distention. 11 Only 4% of all tracheoesophageal fistulas occur without esophageal atresia. 11 The fistula, which usually follows a course from inferior in the esophagus cephalad to the trachea, might better be designated an N-type fistula. 12 The fistula is usually single and most often occurs between the thoracic inlet at approximately T2. 11 However, multiple fistulae may occur. 13 Associated anomalies are common, but less common than in patients with esophageal atresia.
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Barium swallow is usually a reliable method to diagnose congenital H-type tracheoesophageal fistula. However, this is not true for recurrent tracheoesophageal fistula after esophageal atresia repair, 14 which are notoriously difficult to diagnose radiographically.
